bad results owing to inflammation of mucous membrane or skin. From the aspect of disease of the parts the results had been good. He had been much pleased with the effect of the rays in nose, throat and ear cases. He would like to know how much of it was attributable to the effect on the cells, and how much to that on the circulating blood.
Dr. EIDINOW (in reply) said that the dosage which gave the best response, judged by the bactericidal power of the blood, was the minimal erythema dose. It was best to expose 20 to 30 square centimetres to a kilogram weight. Excessive exposure was harmful; it lowered the blood resistance. The lamp used in Copenhagen technique was poor in biologically active ultra-violet rays. It contained much visible light, and long ultra-violet rays, and only few short ultra-violet rays. In this country, mercury vapour lamps were being used; these were powerful in ultra-violet rays. The skin was a growing organ, and was rapidly undergoing changes. What was probably happening under the Copenhagen technique was that some cells which had received light were probably immune for a time, while other cells which had not received stirpulation reacted. The plan was to give light twice or three times a week, but each time to a different area of the body. To produce a tonic effect on the blood there was no need to use ultra-violet light at all. The ordinary filament tungsten lamp, giving off much visible light, might produce as good a tonic effect as the mercury vapour lamp. When a patient was suffering from infective disease and had a low resistance, it could only be improved by giving a minimal dose to produce erythema.
The blood would not respond to a massive dose of either these rays or light. By means of this technique there have been very successful cures of lupus of the skin and in other types of infection by using the short-ray technique. Massive exposures were found to be useless.
When there was present an acute or subacute condition, with definite pyrexia, it was necessary to limit the rays still more, exposing a still smaller area of skin. During the last two years it had been found clinically, and from the bacteriological examinations, that the treatment seemed as good as the Copenhagen technique, saved much time and labour, and appeared more scientific.
The question of direct action of the light on the skin and on the circulating blood wag a difficult one; it had been studied for a long time, but not much progress bad been made, as it was difficult to make extracts of skin tissues. He had ground skin up and exposed it to light, in the hope of finding a bactericidal substance but he had failed to do so. If, however, he took a quantity of blood and exposed it to light, the blood was damaged, some of the red cells were heemolysed, and the blood lost its power to kill microbes; but when he injected that blood into animals he obtained a rise of bactericidal power. Ultra-violet rays did not seem to penetrate as far as the blood, though they might reach the most superficial blood vessels. When irradiation was done it was shown that a bactericidal substance was produced. It must be assumed that the effect of the light began where the light was placed.
The action must occur in superficial living skin cells. He would be interested to try the laryngoscopic method which had been mentioned. He had placed his lamp as far down the pharynx as possible, the patient being anesthetized. The patient, a girl aged 20, was originally sent up as a case of tuberculosis. There is hyperplasia of the uvula and of the epiglottis and aryepiglottic folds. A microscopical section of tissue from uvula showed the lesion to be simple chronicinflammation with no evidence of tuberculosis or rhinoscleroma. She was subjected to light treatment but no definite improvement took place until thyroid extract wasadministered, since which the subjective discomfort has been enormously diminished, though the change in the appearance is slight.
She is taking 8 gr. of thyroid (fresh glandular substance), and the question is whether an increasing dose is likely to do good. The diminution of the swelling is comparatively slight, but the general improvement is so great that she has gone to work.
Di8cussion.-Mr. HAROLD BARWELL asked whether Sir James's diagnosis was that the swelling was the result of myxcedema. The speaker had seen a certain amount of thickening of the laryngeal mucosa in myxcedematous patients, but never such a degree of swelling as in this case.
Mr. HERBERT TILLEY said that cases of a similar type had been described by Brown-Kelly in 1901 (Lancet) , under the term sclerotic hyperplasia of the pharynx and nasopharynx. He (the speaker) thought he had seen a similar condition following pneumococcal infection.
Mr. NORMAN PATTERSON asked whether the Wassermann had been tested in this case.
The PRESIDENT asked whether there were any other signs of myxcedema in the patient. Sir JAMES DUNDAS-GRANT (in reply) said the Wassermann reaction was negative. The condition was supposed to be tuberculous but thesputum was negative. The diagnosis rested to a considerable extent on the extraordinary improvement immediately followi:ng thyroid treatment.
Specimen: CEsophagus from an Elderly Man, treated by Radium for Carcinoma.-V. E. NEGUS, M.S.-The specimen shows an extensive carcinoma, which has perforated the trachea ( fig. 1, p. 14) . The original growth was treated over twenty times with radium and shows disappearance of the carcinomatous cells and the formation of fibrous tissue in their place. Owing to defective distribution of radium the growth has spread upwards and downwards and has thus caused death.
The radium applicator consists of a bougie, perforated to slide down a thread as in Plummer's method. Above this is a capsu,le for the radium, to which is attached a whalebone staff. The bougie is guided through the stricture by the thread and is kept in position for as long as required ( fig. 2, On post-mortem examination, a primary growth was found in the lung, with secondary deposits around the csophagus; owing to infiltration of the walls of the latter, the appearances were given on cesophagoscopy of a primary growth, and the symptoms were those of cesophageal stricture.
On post-mortem examination, a congenital opening was found, but it had not produced any symptoms in life, and had not given rise to septic pneumonia. The opening led in a downward direction from the trachea to cesophagus, and on the oesophageal aspect, there was a small valve-like hood of mucous membrane, which must have prevented regurgitation of food into the trachea. May 1, 1928.-CEsophagoscopy (local anasthesia). Jackson's 9-mm. tube. Roughness on the right lateral wall, 26 cm. from the incisor teeth. A piece of this was removed for biopsy, and was reported to be epitheliomatous tissue, with some superadded inflammation. June 22, 1928.-Gastrostomy. This was owing to absolute obstruction to both solids and fluids of four days' duration, following a period of rapidly increasing dysphagia. The patient was discharged in ten days after an uneventful recovery.
October 15, 1928.-CEsophagoscopy (local anesthesia). Jackson's 9-mm. tube. There was a nodular, friable bleeding mass 26 cm. down. It was dilated with Jackson's bougie to 8 mm.
